Introduction
Uncontrolled type 1 or type 2 diabetes negatively affects multiple organ systems, with well-known cardiovascular, renal, ophthalmological, and neurological sequelae of disease (1) . Although it is generally accepted that these manifestations are rooted in micro-and macrovascular pathophysiological changes, the full extent of the effects of prolonged hyperglycemia is not yet completely understood.
Recent studies have suggested that chronic back pain (CBP) is more prevalent in patients with diabetes (2) . Numerous studies have found a link between hyperglycemia and the biochemical events that may underlie intervertebral disc degeneration (3) (4) (5) (6) (7) (8) (9) (10) (11) , thus providing a potential mechanism by which diabetes may contribute to CBP. In addition, these results suggest that the likelihood of CBP may increase with disease severity, which can be estimated by the degree to which a patient's diabetes is uncontrolled.
Laboratory surveillance for the development of diabetes-related complications includes biannual (or more frequent) A1C measurement, as well as periodic measurement of serum lipid levels and renal function tests. Patients are also monitored for the development of obesity, retinopathy, and neuropathy (12). These data points provide a cumulative measurement of a patient's overall diabetes-related disease burden. Herein, we performed a retrospective cohort analysis of patients with diabetes segregated into three groups: those with diabetes but without CBP, those with both diabetes and CBP, and those with diabetes, CBP, and a history of spinal surgery. The objective of the study was to determine whether markers of increased diabetes disease burden were associated with clustering into one of these three cohorts.
Methods

Patient Identification
Patients diagnosed with either type 1 or type 2 diabetes between the years of 1997 and 2010 were identified within our institution's clinical database using the International Classification of Diseases (ICD)-9 codes 249, 250, E10, and E11. Within this group, patients also suffering from CBP were identified using the ICD.9 code 724.2. It was then determined whether patients with both diabetes and back pain underwent a surgical spine procedure using ICD-9 procedural codes 03.0, ■ IN BRIEF Diabetes has been associated with the incidence of back pain. However, the relationship between markers of diabetes progression and back pain has not been studied. The objective of this study was to correlate clinical and laboratory measures of diabetes disease severity to the presence of back pain to provide insight into the relationship between these conditions. Findings showed that markers of diabetes disease progression were associated with the presence of back pain, suggesting that uncontrolled diabetes may contribute to the development of chronic back pain. 
Laboratory Values and BMI
Laboratory tests of interest included A1C, LDL cholesterol, HDL cholesterol, triglycerides, total cholesterol, serum creatinine, and urine albumin/ creatinine ratio. To obtain a measure of disease control, as well as a measure of the degree to which known diabetes complications had progressed, we documented the "worst" value recorded for each test after the initial diagnosis of diabetes. For most tests, this was represented by the highest value; for HDL, it was the lowest value. The highest recorded BMI was also documented for each patient.
Statistical Analysis
Statistical analysis was performed using Stata Statistical Software, Release 14 (StataCorp, College Station, Tex.). Analysis of variance and χ 2 tests were performed for unadjusted analysis of continuous and categorical variables, respectively. Multinomial logistic regression analysis using a backward stepwise selection algorithm was used for multivariable analysis to determine whether patients' laboratory, clinical, and demographic variables were associated with segregation into one of the three cohorts of interest. The alpha level for statistical significance was set at 0.05. . Of all patients with diabetes, 13.6% (9,137) had a diagnosis of CBP but did not have spinal surgery; 1.4% of patients (931) carried a diagnosis of CBP and received spinal surgery. Additional information on patient demographics, comorbid conditions, prevalence of diabetes-related complications, and laboratory test results is presented in Table 1 . Information on the type of surgery received by patients in the surgical cohort can be found in Table 2 .
On unadjusted analysis, patients with diabetes, CBP, and a history of spinal surgery were significantly associated with a number of observed variables ( Table 3 ). The mean duration of time since original diabetes diagnosis increased in a stepwise manner from patients with diabetes who did not have CBP (2,554.6 days [7.0 years]) to those with diabetes who had CBP but no history of spinal surgery (2,857.0 days [7.8 years] ) to those with diabetes who had both CBP and a history of spinal surgery (3,065.7 days [8.4 years]; P <0.001). The incidence of hypertension was greater among patients with CBP (80.0%) and those with CBP who underwent spinal surgery (88.6%) than among those without CBP or spinal surgery (62.8%; P <0.001). Similarly, the incidence of neuropathy was greater among patients with CBP (20.1%) and those with CBP who underwent spinal surgery (32.0%) than among those without CBP (13.4%; P <0.001). Finally, the incidence of retinopathy was greater among patients with CBP (14.7%) and patients with CBP who underwent spinal surgery (14.8%) than among patients without CBP (10.2%; P <0.001).
The highest recorded BMI was greater in patients with CBP (36.7 kg/m 2 ) and those with CBP who underwent spinal surgery (36.6 kg/m 2 ) than in those without CBP (34.1 kg/m 2 ; P <0.001). The highest recorded A1C was significantly greater in patients with CBP (7.8%) and those with CBP who underwent spinal surgery (7.8%) than in those without CBP (7.4%; P <0.001). The highest recorded LDL cholesterol value was greater in patients with CBP (168.7 mg/dL) and those with CBP who underwent spinal surgery (166.6 mg/dL) than in those without CBP (122.8 mg/dL; P <0.001). The same trend was apparent for mean total cholesterol levels, with higher values observed in patients with CBP (235.9 mg/dL) and those with CBP who underwent spinal surgery (237.7 mg/dL) than in those without CBP (214.9 mg/dL; P <0.001). Triglyceride levels were also significantly greater in patients with CBP (314.0 mg/dL) and those with CBP who underwent spinal surgery (364.3 mg/dL) than in those without CBP (256.0 mg/dL; P <0.001). Conversely, the mean lowest recorded HDL cholesterol value was significantly lower in patients with CBP (38.5 mg/dL) and those with CBP who underwent spinal surgery (36.7 mg/dL) than in those without CBP (40.9 mg/dL; P <0.001). Insulin usage was more common in patients with CBP who underwent spinal surgery (50.7%) than in those without CBP (46.0%, P <0.001). Metformin usage was also more common in patients with CBP (49.9%) and those with CBP who underwent spinal surgery (56.2%) than in those without CBP (38.4%; P <0.001).
Associations between metrics of diabetes disease burden and the presence of CBP with and without spinal surgery were evaluated in a risk-adjusted manner using multinomial logistic regression analysis (Table 4) . Each additional year of age at the time of diabetes diagnosis was associated with an increase in the log odds of CBP relative to patients with diabetes but without CBP (log odds 0.01, 95% CI 0.007-0.013). Atlanto-axial fusion 54.0 (7.
F E A T U R E A R T I C L E
Similarly, increased time between initial diabetes diagnosis and date of last follow-up was independently associated with an increase in the log odds of CBP (log odds 0. development of CBP and potentially of CBP that ultimately necessitates surgical intervention. Our results suggest that higher A1C levels are associated with the presence of CBP. Recent animal studies have investigated the relationship between hyperglycemia and intervertebral disc degeneration. In a rat model, hyperglycemia was found to promote disc autophagy and to accelerate the rate of stress-induced senescence in nucleus pulposus cells, both of which may contribute to disc prolapse and the onset of mechanical back pain (15) . Another mechanism may be the microvascular disease that is the hallmark of diabetes. The intervertebral disc is an avascular structure, depending on simple diffusion from the cartilaginous endplates of the vertebral bodies for nutrition. Studies have found decreased microvessel diameter within the endplates of diabetic rats. In addition, decreased microvessel diameter was associated with disc degeneration (7) . Further work will be needed to fully understand the mechanism by which diabetes contributes to CBP.
Interestingly, type 2 diabetes was found to be an independent predictor of CBP relative to type 1 diabetes. Insulin resistance and subsequent hyperinsulinemia are characteristic of type 2 diabetes (1). Hyperinsulinemia has been associated with increased levels of the proteoglycan chondroitin sulfate within intervertebral discs in weaning rats (3) . Change in the relative composition of proteoglycans within the disc matrix has been associated with disc degeneration, offering at least a partial explanation of how type 2 diabetes may predispose patients to CBP (4, 5) . However, we also found that the use of exogenous insulin was negatively associated with CBP. This may be partially explained by the fact that all patients with type 1 diabetes require insulin therapy. In addition, although insulin is often a second-or even third-line therapy for type 2 diabetes, its use may finally lead to adequate glycemic control in these patients. Overall, type 2 diabetes is a complex disease and is likely to contribute to CBP through multiple mechanisms. Moreover, the use of insulin may both positively and negatively correlate with CBP, depending on the clinical context.
We also found associations between cholesterol levels and CBP. Of note, whereas elevated LDL cholesterol was associated with CBP, elevated HDL was negatively associated with this outcome, suggesting that a favorable cholesterol profile may reduce the risk of CBP in patients with diabetes. These associations were present even after controlling for age, A1C level, and BMI. A link between serum lipid levels and back pain is controversial (16) , although several epidemiological studies have found increased HDL cholesterol to be negatively associated with CBP (17, 18) . It is possible that advanced atherosclerosis also contributes to the microvessel disease that leads to disc degeneration (7). More work is needed to determine whether and how cholesterol levels participate in the pathophysiology of CBP. A small subset of patients within our larger cohort included patients with diabetes and CBP who had a history of spinal surgery. The average laboratory values of these patients, particularly A1C, were similar to those of patients with diabetes and CBP who did not have spinal surgery. Of note, diabetes duration was also associated with spinal surgery, again suggesting that the cumulative effect of diabetes over time may contribute to the degenerative changes that cause pain and at times necessitate surgical intervention. Interestingly, diabetes has been linked to the development of lumbar spinal stenosis (19, 20) . Future studies will be needed to determine how diabetes contributes to different spinal pathologies and whether there may be a causal relationship between increased diabetes disease burden and the need for spinal surgery.
Limitations
The average age at diagnosis of diabetes observed in the present study was significantly higher than the stated national average (1) (63.2 vs. 53.8 years). In addition, because of the cross-sectional nature of our study, it was not possible to accurately determine the relationship between laboratory test values and the onset of back pain. Moreover, we were unable to determine whether back pain was more likely to improve after normalization of abnormal laboratory test values. Although these are significant limitations, the aim of this study was to assess for a broad association between diabetes disease burden and CBP. In the future, smaller, more focused studies will be needed to address these more specific questions.
As with any study reporting data from a single institution, there is the possibility that these results are subject to surgeon selection bias. Because of the different surgical selection criteria and treatment algorithms used nationwide, patients with more advanced or complicated diabetes may not be more likely to undergo surgical intervention at other institutions. Generally, however, severe diabetes disease burden and obesity with a BMI >40 kg/m 2 are considered relative contraindications to spinal surgery at our institution. Therefore, although our results show that diabetes seems to be more advanced in patients undergoing surgery, this should not be a reflection of disease progression to the point where a patient would be unable to try nonsurgical interventions for CBP relief. In the future, a multi-institutional study may be helpful in determining the overall generalizability of our results to the population as a whole.
Conclusion
To our knowledge, we are the first to report an association between measures of diabetes disease burden and the presence of CBP. These results provide insight into the natural history of diabetes and highlight the need for a more in-depth investigation into how the degree of diabetes control relates to the onset, magnitude, and improvement of CBP.
